Method: Patients underwent a comprehensive psychiatric assessment and were enrolled in the study only ifthey met the DSM-IV criteria for major depressive disorder with postpartum onset. Patients with PPD (n = 29) were assigned randomly to 2 
After the birth, the husband or partner also goes throughan adjustment period. For some couples, a baby strengthens the relationship, which leads to a supportive milieu for the infant's growth. The partner's role becomes even more crucial ifthe mother is afflicted with a major mood disorder. A stable marital relationship helps new parents adapt to the competing demands of marriage, infant, and family. In contrast, studies have shown that a poor marital relationship is the most consistent psychosocial predictor of PPO (11, 12) , and a review of antenatal psychosocial risk factors and adverse postpartum outcomes revealed that PPO was most strongly associated with poor marital adjustment, recent life stressors, and antepartum depression (10) .
Many women experience a great deal of stress in attempting to handle both maternal and marital roles (13, 14) . The presence of depression in the mother can cause significant complications in both marital and family relationships (15) . In addition, a troubled environment can heighten existing depression during the postpartum period (16) . In one study,researchers investigated 71 pregnant women to identify the influence of marital adjustment on maternal depressive symptoms (16) . The participants were followed at 6,9, and 12 months postpartum. Results support the notion that a disruption in the marital relationship is a predictor ofmatemal PPD. Further, it was found that major psychosocial stresses occurred in postpartum marital adjustment when partners were not supportive and were not involved in child-rearing (11,17).
Women who have histories of depressive disorders are more likely to have a relapse ofthe illness after childbirth if theyare August 2000 Partner Support in the Treatment of Postpartum Depression 555 dissatisfied with their partners. A lack of communication is the most common complaint among these women. Conversely, there is evidence that if a psychologically vulnerable woman is in a relationship within which she is appreciated by her partner this appreciation may actually protect her from PPD (18) .
Several studies have indicated that supportive partners playa significant role in reduction of stress levels and improvements of mood in new mothers (18, 19) . This study investigated the impact of partner support in the treatment of mothers suffering from PPD.
Method

Participants
The sample of participants was obtained from those women referred to the Reproductive Mental Health Programs at 2 major university hospitals in Vancouver, British Columbia, for treatment of postpartum illness. The 29 women included in the study all met the DSM-IV criteria for major depression with postpartum onset. All women were married or cohabiting, and all had an Edinburgh Postnatal Depression Scale (EPDS) score of 12 or more at the start ofthe study. Informed consent was obtained for all participants and their partners. Table 1 characterizes the demographic characteristics of the participants in this study.
Measures
The following measures were employed in this study:
1. Mini International Neuropsychiatric Interview (MINI), section A (major depressive episode). The MINI is a semistructured, clinician-rated interview tool based on the DSM-IV. It is used to help establish the diagnosis of depression (20) .
Edinburgh Postnatal Depression Scale (EPDS)
. This instrument consists of 10 short statements, each with 4 possible responses. The mother identifies the response that is closest to how she has been feeling during the past week. Validation studies show that mothers who score above 12 or 13 of the maximum score of 30 are likely to be suffering from a postpartum depressive illness (21).
3. Kellner Symptom Questionnaire. This is a self-rated scale that measures distress and well-being. The patient is instructed to read quickly through a list of 92 psychiatric and somatic conditions and choose the response (yes or no, true or false) that best describes how she has been feeling during the past week and on the day of the interview. Respondents are given a rating of 1 for each symptom that is checked "yes" or "true" and for each statement of well-being that is checked "no" or "false." A higher score indicates more distress than a lower score (22).
Dyadic Adjustment Scale (DAS)
. This is a 37-item selfreport questionnaire that uses a 5-point scale ranging from "always disagree" = 0 to "always agree" = 5. High total and subscale scores indicate positive appraisal of the marriage (23) . This scale is designed to detect changes in the marital relationship and has been used often in studies related to postpartum adjustment (l).
General Health Questionnaire (GHQ)
. This scale includes 4 subscales: somatic symptoms, anxiety and insomnia, social dysfunction, and severe depression. A higher total sum on the combined subscales is indicative of poorer general health (24, 25) . This 12-item screening questionnaire has been widely used for detecting psychiatric disorders (25) . The 12-item GHQ has been validated with more detailed assessments, such as the GHQ-60 (60 items), the GHQ-30 (30 items), and the GHQ-28 (28 items), and is used often in general practice studies of physical illness and distress.
6. Parental Bonding Instrument (PBI). This 25-item selfreport measure is used to measure recollections of affection and control from each parent over the first 16 years ofthe patient's life. Subjects score their perceptions of parental behaviour on a 4-point Likert scale (0-3) applied to 12 items concerning affection (range 0-36, where 36 = "very affectionate") and 13 items concerning control (range 0-39, where 39 = "very controlling") (26) .
Procedure
Each new postpartum patient who met the study criteria and consented to participate was randomly assigned either to the control group, in which the patient attended all therapy sessions alone, or to the support group, in which the patient's partner attended selected therapy sessions. All patients attended 6 clinical visits, 1 week apart. Visit 7, which was the follow-up, took place 1 month later.
Study Visit 1 (Baseline).
All patients underwent a psychiatric assessment using the MINI. Patients also completed a baseline assessment package consisting of a demographic questionnaire, the EPDS, the Symptom Questionnaire, the DAS, and the PBI. In addition, patients in both groups took home a questionnaire package for their partners to complete. This package included the DAS and the GHQ.
Study Visits 2 to 5. Control-group patients attended visits 2 through 5 alone. At each visit, the patient's mood was assessed, and treatment with medications was reviewed. In the support group, partners attended visits 2 and 4, and the first author encouraged positive interaction between the couple by focusing specifically on such postpartum issues as helping with the baby and participating in housework and other related tasks.
Study Visit 6. On study visit 6, patients in both groups were again assessed by the first author, using the MINI. Once again, control-group patients attended visit 6 alone, whereas support-group patients attended visit 6 with their partners. Patients in both groups completed a questionnaire package consisting of the EPDS, the Symptom Questionnaire, and the DAS. Support-group partners were asked to complete the DAS and the GHQ during their visit. Control-group partners were sent a package consisting of the same 2 questionnaires and were instructed to mail it back when completed.
Study . Study visit 7 took place 1 month after study visit 6. Patients in the control group attended this
Results
The results are summarized in Tables 2 through 4 .
Analysis
The significance of differences between the control group and the support group on baseline measures, postintervention measures, and follow-up assessments was determined using independent sample t-tests.
session alone, and patients in the support group attended this visit with their partners. As in visits 1 and 6, the first author again completed a psychiatric assessment using the MINI. Patients in both groups completed the EPDS and the Symptom Questionnaire. Partners in the support group completed the GHQ during visit 7, whereas those in the control group were sent a package consisting of the GHQ and were instructed to complete and return it.
Attrition
All 29 patients attended all 7 visits and completed all assessments. 
Baseline Characteristics
All statistical analyses were performed at an alpha level of 0.05. Tables 2a and 2b show that there were no significant differences between the control-and support-group patients in terms of baseline assessments. For the partners, significant differences were found on the DAS scores: the support-group partners had a higher level of dyadic adjustment, indicating that they hada more positive appraisal of their marriage than did their control-group counterparts. Table 3a indicates that, relative to control-group women, support-group women experienced a decrease in depressive symptoms by visit 6, as measured by the MINI, Symptom Questionnaire, and EPDS.
Visit 6 Assessments
With respect to dyadic adjustment, by visit 6 there was a more profound margin and a statistically significant difference in DAS scores between the 2 groups of women. The controlgroup subjects displayed a marked decrease in DAS scores from the baseline visit to visit 6, indicating that the lack of partner support may have resulted in a more negative appraisal of the relationship. Conversely, when compared to the baseline visit, the support-group subjects demonstrated a slight increase in DAS scores, indicating a slightly more positive appraisal of their relationships.
It is interesting that the DAS scores for both groups of partners decreased from visit 1 to visit 6. However, the general trend in the data still shows that the support-group partners had significantly higher overall DAS scores than did their counterparts in the control group at visits 1 and 6. The health of the control-group partners was also significantly worse than that ofthe support-group partners, as indicated by higher total scores on the GHQ. Tables 4a and 4b indicate that, relative to control-group patients, support-group patients continued to show marked improvements from baseline scores in depressive symptomatology and other psychiatric conditions. With respect to the partners, the margin of difference between the general health of the control group and that of the support group continued to widen, with the support group displaying an increase in general health (as indicated by a lower score on Discussion the GHQ) and the control group displaying a decrease in general health (as indicated by a higher score on the GHQ). That partner support is an important factor in the treatment of PPD was supported by the data from both visit 6 and visit 7. This finding concurs with the findings of past studies showing that difficulties within the marital relationship are good predictors of maternal symptoms of PPD (11,17). Further, these studies show that partners who are unsupportive in child-rearing are a source ofpsychosocial stress in the normal postpartum marital adjustment that occurs with the arrival ofa new infant. In addition, a woman's perception ofher partner's support helps to increase her sense of wellbeing as a woman, wife, and mother (27) .
It is clear from this study that partner support has an effect on women experiencing PPD that is measurable and statistically significant. The results indicate that women experience a more rapid recovery and are also more appreciative of their partner's contribution to the relationship when the partner is supportive. There is also evidence to indicate a connection between the woman's illness and the partner's general health.
Although dyadic adjustment did show a marked change for patients between visits 1 and 6, the same was not true oftheir partners. This may indicate that, in the course of treatment, the women in the control group (compared with those in the support group) became more sensitive both to the lack of partner support and to the breaking down oftheir relationships. There was also noticeable deterioration in the general health of the control-group partners relative to those in the support group. As always in such studies, it is difficult to distinguish between cause and effect, but it is possible that the escalating ill health ofthe partners contributed to the deterioration ofthe relationships, that the lack of improvement in the women's mental health resulted in a consequent deterioration in the partners' health, or that these conditions acted synergistically.
Careful studies to unravel which elements in this investigation constitute cause and which constitute effect would be worthwhile, but design and implementation would be difficult because of the considerable effort required to eliminate confounding factors. 
